intestinal anastomoses. However, it was not necessary to invoke the use of non-absorbable seromuscular stitches to explain the development of a stricture in this case. The simplest explanation for the inflammation was anastomotic leakage. Professor J C Goligher had recently drawn attention to the high rate of anastomotic leaks that followed colonic surgery (1970, Brit. J. Surg. 57,109) .
Professor C G Clark thought that it would be interesting to know whether this patient had developed an intra-abdominal abscess, possibly related to splenectomy, and whether the abscess had subsequently ruptured into the bowel. The stormy post-operative course certainly made this a possibility.
Mr Kirkham replied that the stricture had appeared asymmetrical in the barium enema done several months after operation. Certainly anastomotic leakage had probably caused the stricture, but it had been suggested that even a carefully placed Lembert suture might on occasion penetrate the full thickness of the colonic wall and, if unabsorbable, might facilitate the persistence of perianastomotic sepsis. The episodes of Gram-negative septicoemia were attributed at the time to the subphrenic abscess, and at resuture of the burst abdomen nothing had been noted to suggest another intra-abdominal abscess. On reviewing the number of plain X-ray films of the abdomen taken in the postoperative period there was no sign of another large intra-abdominal abscess. However, he agreed with Professor Clark that the fistula and stricture had resulted from a peri-anastomotic abscess, but contended that unabsorbable suture probably was responsible for the failure of the sepsis to resolve and thus for the fistula.
Low Carcinoma of Rectum Treated by
Abdomino-anal Pull-through J S Kirkham Mchir (for Norman Tanner FRCS) (St James's Hospital, Balham, London SW12) Mr WA S, aged 75 This blind man, who suffered bilateral detachment of the retina fifteen years ago, attended the rectal clinic in June 1969 following a few weeks' constipation. Examination revealed a typical carcinomatous ulcer 7 cm from the anus. It was mobile and biopsy confirmed it as a carcinoma. Operation: Dissection as for an anterior resection was performed and it was confirmed that the growth was too low to allow a satisfactory abdominal resection and anastomosis. In view of his blindness (and the consequent difficulty in managing a colostomy) and of the mobile small growth (histologically a well-differentiated adenocarcinoma), an abdomino-anal pull-through was performed. The colon was resected 3 cm below the growth and 30 cm above, and anastomosis in one layer of continuous catgut performed, after which the anal canal and anastomosis were returned.
He recovered well, but developed a faecal fistula through the abdominal drain site; a right transverse colostomy was made and closed after two months. Following this he has remained well with no sign of recurrence and perfect continence of faces.
Comment
The surgical treatment of carcinoma of the rectum has developed through several phases and fashions. Excision of the rectum by the perineal approach in its many modifications, with or without an accompanying or prior colostomy, predominated until superseded by the now generally accepted practice of using either anterior resection with conservation of the sphincters or abdominoperineal excision. However, a simple pull-through operation was suggested in 1892 by Maunsell, and reported in 1901 by Weir, in which the colorectal anastomosis was performed outside the anus and immediately returned to the pelvis. The main complication of this procedure was fecal fistula. Other pull-through operations were devised: while in some the incidence of fistula was reduced, the operations were often distressing to the patient, and the results as regards eventual comfort and continence were poor as compared with the Maunsell-Weir operation, the main complication of which could always be managed with a covering transverse colostomy.
If the site of a carcinoma of the rectum precludes anterior resection, abdominoperineal excision of the rectum remains the treatment of choice; but if a patient is unlikely to be able to manage a colostomy, I believe there is a place for a pull-through operation. It should be confined to those growths which are small, localized, mobile, and of low malignancy as judged by histological appearance.
In the last two years 3 cases have been treated this way at St James's Hospital and, although one patient had difficulty in control of defecation for seven weeks, all were fully continent by three months after the operation, and well pleased with the result.
Mr Norman Tanner said that the abdomino-anal pullthrough operation was an old one but it had fallen into disuse because of the high local recurrence rate in cases where the operation had been done for advanced or very low rectal cancer. It was in fact a good operation in well-chosen cases. It was satisfactory in the aged and occasionally in the young. The growth, however, had to be relatively small and localized to the rectum and there had to be a minimtum of 3 cm between the anal canal and the lower border of the growth.
After the operation continence might be very satisfactory although 'accidents' occurred in the early months. A stricture occasionally developed and this might, in some cases, actually help to maintain continence.
Professor C G Clark thought that this operation ought to be reserved for very special cases such as the one illustrated. The operation seemed to carry more morbidity than abdominoperineal resection and the recurrence rate was almost certainly higher unless the patients were specially selected either as Duke's Grade A or possibly B cases. The functional result was somewhat unpredictable.
Mr Maurice Lee remarked that this operation was very rarely done because so many patients subsequently had no rectal control. However, in this case the patient's blindness was a good reason for carrying it out. Mr Kirkham had pointed out that the patient had had some frequency of defication but otherwise there was anal control. A question was raised whether a low growth such as this patient had had would have been more effectively treated by a diathermy operation. Mr Lee referred to a similar case where a diathermy excision had been attempted, but ultimately because of recurrence an abdominoperineal excision had been necessary.
Arthroplasty of the Hip (Demonstration) Robin Bendall FRCS (St James's Hospital, Balham, London SWJ2 and St George's Hospital, Tooting, London SWJ7) Four patients were shown to illustrate the use of total replacement in chronic deforming arthritis.
Case 1 Mr P S, aged 25 Had suffered from ankylosing spondylitis since the age of 13. He had severe fixed flexion deformities of both hips, considerable pain and gross radiological changes (Fig 1) . He was able to walk only with the aid of two sticks. Eight months ago both hips were replaced using McKee-Farrar artificial hip-joints ( Fig 2) and since then he has regained over 90 degrees of active flexion and a useful range of abduction in both hips. Neither upper femoral osteotomy nor arthrodesis could have been contemplated in this case.
Cases 2 and 3
Miss M G and Mrs L C, both aged over 50 Both patients had advanced unilateral osteoarthrosis. One has undergone a McKee-Farrar replacement and the other a Ring replacement.
Both are well satisfied and the results are comparable. They have over 90 degrees of flexion and have been walking without sticks.
Case 4 Mrs E S T, aged 74 As a result of steroid therapy for a chronic chest condition she developed a segmental collapse of the left femoral head and had a painful hip with fixed deformity. Only total replacement could have provided this woman with such an improved locomotor ability and she illustrates how well the elderly tolerate this procedure because they very rapidly regain mobility and independence.
Comment
There are many patients with stiff and painful hips for whom well-established procedures of McMurray osteotomy and arthrodesis are not suitable. It is for these that, in the past, various attempts have been made to provide a mobile and painless, yet stable, arthroplasty by replacing one or both joint surfaces. Heywood-Waddington (1966) 
